KENTUCKY OFFI CE OF WORKERS CLAIMS
Frankfort, Kentucky 40601

REQUEST FOR | NFORMATI ON
(To Acconpany Form Sl -02)

It is the responsibility of each self-insured enployer to
provide the O fice of Wrkers’ Clains with accurate, up-to-
date information for our records. The Self Insurance Branch is
to be informed of any change in the admnistration of the
sel f-insured conpany’s Wor ker s’ conpensation program
i ncluding contact nanes and telephone nunbers, third party
adm ni strators, and self-adm nistered policies.

To the Ofice of Workers’ Cl ai ms: , 20

1) Nane of Applicant:

Federal Enpl oyer

| D Nunmber:

Addr ess:
(Nunber) (Street) (City or Town)
(St ate) (Zip + 4) (County)

Cont act Person:

Phone Nunber: Fax Nunber:

E-mi | Address:

2) ADM NI STRATI ON OF SELF- | NSURANCE PROGRAM

A) Is the adm nistration of the self-insurance program handl ed
i n- house? Yes No

B) If the admnistration of the self-insurance program is
handled by any Third Party Admnistrator, please provide the
foll owi ng information:

Conmpany Nane

Addr ess

Cont act Nanme

Phone Nunber Fax Nunber




E-mi | Address
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3) CLAI MS ADM NI STRATI ON

A) Is the adm nistration of clainms handl ed in-house?
__Yes No

B) If the adm nistration of clainms is handled by any Third Party
Adm ni strator, please provide the followi ng informtion:

Conmpany Nane

Addr ess

Cont act Nanme

Phone Nunber Fax Nunber

E- mi | Address

4) SUBSI DI ARY/ DI VI SI ON/ LOCATI ON | NFORMATI ON

Please list all entities (including all subsidiaries and divisions)
doing business within the Comonwealth of Kentucky that are to be
i ncluded under your self-insurance program Divisions should be |isted
under the appropriate corporate name. The correspondi ng address of each
work | ocation is to be included.

Pl ease Not e:

1- A Self-Insurers Guarantee Agreenent must be on file for each
subsidiary. |If there is no Guarantee Agreenent on file, the
subsidiary will not be l|listed as being covered in the self-
i nsurance program

2- It is the responsibility of the self-insured conpany to notify
the Self-Insurance Branch of any and all changes involving the
subsidiaries, divisions, and work |ocations |ocated within the
Commonweal th  of Kent ucky. Witten notification should be
forwarded to The O fice of Wirkers’ Clainms Self-Ilnsurance Branch
at the earliest opportunity indicating any |ocations to be added
to or deleted from the self-insurance program and any changes
in name or address of work |ocations.




SUBSI DI ARY:

( Name) (FEI'N Number)
(Addr ess)
Di vi si on: 1)
(Name and Address)
Page 3
Locati ons: A)
(Name and Address)
Di vi si on: 2)
(Name and Address)
Locati ons: A)

(Nanme and Address)

| f additional pages are required to properly list all entities to be
i ncluded, please utilize the same format used above.

Pl ease ensure that this Request for Information page is conpleted in its
entirety in order for your Self-Insurance Certification process to be
conpl et ed.

It is the Policy of the Ofice of Workers’ Clainms Self-Insurance Branch
for this Information to be provided each year, as part of the re-
certification process. This information is essential to mintain
conpl ete and accurate records on all of the Self-Insured Conpanies.

Pl ease Not e: The self-insured conpany is responsible for notifvying the
Ofice of Workers' Clains Self-Ilnsurance Branch, in witing, of any
changes to this information which occur at any tine during the approved
peri od of self-insurance.




